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Initial Comments

Complaint Investigation: 2284227/1L.147453

Final Observations
Statement of Licensure Violations

300.610a)
300.1210b)
300.1210c)
300.1210d)1
300.1610a)1
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal

| care needs_ of the resident.

¢} Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respeclive resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis;

1) Medications, including oral, rectal, hypodermic,
intravenous and intramuscular, shall be properly
administered.

Section 300.1610 Medication Policies and
Procedures

a) Development of Medication Policies

1} Every facility shall adopt written policies and
procedures for properly and promptly obtaining,
dispensing, administering, returning, and
disposing of drugs and medications. These
policies and procedures shall be consistent with
the Act and this Part and shall be followed. by the
facility. These policies and procedures shall be in
compliance with all applicable federal, State and
local laws, -

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee
oragent of a facility shall not abuse or neglect a
resident. (Section 2-107 of the Act)

These Requirements were NOT MET as
evidenced by:
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Based on interviews and record review the facility
failed to ensure (R3) one of five sampled
residents received medication for treatment of
seizure disorder. As a result, on 5/02/2022 R3
was found unconscious experiencing seizures. 4
According to R3's death certificate the seizure
activity contributed to R3's death.

Findings include:

According to the face sheet R3 was édmitted to
the facility on 6/17/2019 with a diagnosis of
seizures,

R3's Minimum Data Set (MDS) assessment
dated 03/09/22 for Significant Change in
Condition indicated R3 had a seizure disorder or
epilepsy since June 4, 2020. f

Review of R3's care plan on 6/02/22 at 2:45 pm -
Care Plan updated on 3/9/2022-Resident is at
risk for seizure activity related to seizure disorder.
Resident will not have any injuries related to
seizure activity thru next review.

Monitor resident for seizure activity, Medication
levels as ordered per MD, Administer medication
as directed and follow Pharmaceutical
recommendations

R3's progress notes by V5 (Nurse) dated 5/2/22
at9:30 am, R3 was noted with seizure activity.
Vis obtained. B/P- 80/50. R-20 p-111 spo2
(oxygen level) -85% on room air. Oxygen applied.
S$po2-92% on room air. Resident positioned on
her side. Resident seizure activity prolonged. MD
made aware. (V14) (Nurse Practitioner- NP)
gave order to send R3 to nearest hospital for
evaluation. 911 arrived. Resident transferred to
nearest hospital. Family called. No answer. Left
voice maiil (v/m). Will continue to call family
throughout shift.
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